Proliferative myositis (PM) is a rare, inflammatory tumor that is often misdiagnosed as sarcoma. The clinical and imaging features of PM are nonspecific and variable, and these lesions can easily be misdiagnosed as malignant. The possibility of misdiagnosis is especially great in cases having rapid progression. Simple local excision is usually recommended in cases not showing signs of self-regression. We present a case of PM mimicking a malignant tumor of the chest wall and discuss this uncommon tumor.
CASE REPORT
A 60-year-old man presented to the thoracic surgery department for evaluation of a painful, rapidlyenlarging chest wall mass that had increased in size during the past four weeks. He did not have a history of trauma. Upon physical examination, there was a 3x3 cm rather hard, fixed mass at the right lateral side of the chest wall over the 8-10 th ribs. Routine laboratory tests were within normal limits. A computed tomographic scan of the chest demonstrated a 3x2 cm mass over the 8-10 th ribs and inside the latissimus dorsi muscle (Figure 1 ). At surgery, a 9x5 cm mass was totally excised (Figure 2) . A preoperative biopsy was not obtained, but a frozen section biopsy was performed before resection. The limits of the tumor in the muscle layer were not certain, and, to obtain complete resection, a partial muscle resection was performed. The resulting defect was not reconstructed. Final pathologic examination confirmed the diagnosis of proliferative myositis. Spindle-shaped muscle cells with intervening lymphoplasmacytic infiltrates and collagenous stroma were found to be consistent with the above diagnosis (Figure 3 ). At the six-month follow-up, the patient was well and free of recurrence.
DISCUSSION
Proliferative myositis is an uncommon nonneoplastic reactive lesion of soft tissue characterized by a benign clinical course. The etiology of PM is obscure, but subclinical trauma or ischemia are suspected as being initiating events. [1] Cases presenting with severe pain and other constitutional symptoms, especially those following injury, have been reported. [2] The usual clinical presentation is of a painless, ill-defined, rapidly growing, firm, solitary lump in or adjacent to the muscles of the shoulder, thorax, thigh, or neck. [3] The lesion is usually 3 to 6 cm at presentation and is typically firm and deep-seated. Adults are usually affected with a peak incidence between 40 and 70 years of age. [2] Proliferative myositis may also involve the soft tissues of the head and neck. In the series of 33 cases reported by Enzinger and Dulcey, [1] 18 involved the shoulder and arm whereas only four cases arose from the anterior chest wall.
Proliferative myositis is a rapidly enlarging tumor of the soft tissue and may suggest a malignant process that is often confused with sarcoma. The mass often evolves over the course of a few weeks and may double in size over several days. [3] Although their rapid growth and often bizarre microscopic appearance may suggest an aggressive course, these pseudosarcomas are clinically benign and rarely recur after subtotal excision. Consequently, the diagnosis always depends on histological evidence. Proliferative myositis is uncommon with fewer than 100 cases reported in the literature. The first three cases were presented in abstract form by Ackerman in 1958. [4] The disease was subsequently named by Kern, who reported seven cases in 1960. [5] Enzinger and Dulcey [1] reported the largest series of 33 cases in 1967.
The condition usually involves the muscles in a diffuse manner. Proliferative myositis usually differs from other pseudosarcomatous lesions, such as nodular fasciitis or myositis ossificans, principally by its ill-defined margins. Lesions that arise from the subcutaneous tissue or from intermuscular fascia show the same characteristic histological features; hence, they are considered a fascial or subcutaneous variant of PM. [3] Several microscopic features are characteristic of PM. The alternation of proliferative connective tissue surrounding viable muscle fibers often gives rise to the so-called checkerboard effect which is characteristic of the disease. [5] These cells are universally diploid on flow cytometry, lending further evidence to the belief that these cells are not malignant. [5] The radiologic description of this lesion in the literature is scarce. Gysen et al. [6] described the CT features of a rapidly growing case of PM. A computed tomography scan showed a heterogeneous left psoas mass showing peripheral contrast enhancement with evidence of extension to other adjoining muscles.
Because the clinical and imaging features of PM are nonspecific and variable, these lesions can easily be misdiagnosed as malignant. In Enzinger and Dulcey's [1] study of 33 cases, 14 cases were misdiagnosed either as premalignant or malignant neoplasms, such as rhabdomyosarcoma, fibrosarcoma, or liposarcoma. Eleven of these were treated by radical surgery. Reports of cases in children are extremely uncommon. Probably the first reported case of PM in a pediatric patient was in a seven-month-old female infant published by Pasquel in 1988. [7] The prognosis for patients with PM is excellent. Simple local excision is usually recommended in cases not showing signs of self-regression, in lumps with pain or tenderness, for cosmetic purposes, and in those causing pressure effects or vascular encasement. Although surgery is often performed for diagnosis and removal of a cosmetically disfiguring mass, recurrence even after simple excision is extremely rare. Indeed, with a follow-up period of one to 16 years, no recurrences were noted in the series reported by Enzinger and Dulcey. [1] However, among the 33 patients reported, 14 had been misdiagnosed as sarcoma and had undergone radical resection. In contrast to sarcoma, PM rarely invades normal tissue and can usually be readily excised. The erosion of the thoracic cage is distinctly uncommon. The majority of patients, therefore, can be spared radical resection if the diagnosis has been made with certainty.
In conclusion, proliferative myositis is an unusual, well-recognized benign pathological entity. Its clinical and radiologic features may, however, simulate a malignant process, but a simple local excision is imperative for diagnosis and treatment. The clinical importance of PM is the risk of confusion with other tumors, such as sarcomas, which may result in radical chest wall operations although treatment is a simple and even subtotal excision.
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